Introduction:
=============

Decreasing mortality and morbidity associated with septic shock relies on timely clinical interventions. The IPSO collaborative created a critical care pediatric septic shock bundle that identifies goals for a variety of invasive support, including intubation and placement of arterial and central venous lines (CVL). We hypothesized that there is significant variation among pediatric critical care faculty regarding use and timing of these interventions. The goal of this project was (1) to assess critical care faculty attitudes toward use and timing of invasive support interventions for pediatric septic shock and (2) to identify areas of majority agreement to inform design of a pediatric critical care septic shock decision support algorithm.

Methods:
========

We developed a survey for University of Utah Pediatric Critical Care faculty at Primary Children's Hospital, presenting various scenarios of pediatric septic shock to identify potential congruence and divergence in decision-making for intubation and placement of arterial and central lines.

Results:
========

Survey response rate was 100% (n = 19 critical care faculty). Not surprisingly, there was more agreement among attendings to perform invasive procedures in scenarios that described the sickest children. Faculty were more willing to place lines in intubated children and would consider placing a central venous line earlier in the course compared with an arterial line. There was less agreement in scenarios that described less sick children. For each invasive procedure (intubation, arterial line placement, and central line placement), there was variability in the degree and duration of illness at which point there was full agreement and near complete separation among those who would and would not proceed with the intervention. For example, among the 19 faculty members, 7 were willing to intubate a child with normal mental status and fluid refractory shock, whereas 12 were not (Fig. [1](#F1){ref-type="fig"}). When considering a patient requiring pressors for at least 6 hours but not intubated, 11 faculty members were willing to place an arterial line, and 8 were not (Fig. [2](#F2){ref-type="fig"}).
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Conclusions:
============

Wide variation exists within a group of 19 critical care attending physicians regarding timing of interventions and clinical situations necessitating invasive support modalities. This variation represents realistic challenges for the implementation of a pediatric intensive care septic shock bundle, particularly as the interventions introduce potentially significant risk, as well as benefits to critically ill children. Understanding the perspective and reasons for variation within physician leadership are vital to the successful implementation of septic shock care guidelines.
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